First, we would like to thank the author of the letter for taking the time to read the article and evaluate our work. The Letter to Editor correctly indicated that the upper airway is also formed by the nasal cavity and pharynx. We are in agreement with the letter. In fact, the upper airway is normally divided into four anatomic regions: nasopharynx, retropalatal, retroglossal, and hypopharynx. The letter also expressed concern in regard to the interpretation of data. The argument presented was that nasal resistance is a major contributing factor of obstructive sleep apnea (OSA) and that none of the studies included in the systematic review researched nasal cavity volume. The cited study [1] to support this argument was completed in 1964, with a pool of nine subjects. From those, six subjects were used for upper airway resistance, and only four for partitioning respiratory resistance, due to measurement inconsistencies.
Studies published more recently pointed that the majority of patients with OSA present closure sites in the oropharynx, predominantly [2] [3] [4] . Nasal obstruction obligates the individual to breathe through the oral cavity, which lengthens and narrows the upper airway [5] . In that respect, it appears to be at least pertinent to understand the efficiency of a specific procedure, bimaxillary advancement surgery, in increasing the volume of the upper airway. This procedure expands the skeletal framework, augmenting the naso and oropharyngeal spaces. Currently, bimaxillary advancement surgery is the most effective surgical treatment for management of OSA in adults [6, 7] . In summary, the authors respectfully disagree with the claim that the interpretation of the data gathered by the present systematic review is imprecise. We believe that the data contained in this article is valuable to the scientific community. Furthermore, and in light of the arguments above, we believe that the title chosen is appropriate and describes well the content of the study.
